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Pneumococcal Immunization Program — California, 1986-1988 


Pneumococcal infections are an important cause of morbidity and mortality in the 
elderly. Many of these infections can be prevented through immunization with 
pneumococcal polysaccharide vaccine. In 1986, the Immunization Unit of the Califor- 
nia State Department of Health Services (CSDHS) received state funding for a 2-year 
trial program of publicly funded pneumococcal immunizations for senior citizens and 
others at high risk for infection. This report summarizes the results of that program. 

In the first year of the program, CSDHS distributed 58,060 doses of pneumococcal 
vaccine to 56 local health departments. To promote the vaccine, the local health 
departments were encouraged to use either of two strategies: 

Provide the vaccine during scheduled fall influenza clinics. Each fall, up to 500,000 
California residents (primarily persons =65 years of age) receive publicly purchased 
influenza vaccine through local health department-sponsored outreach clinics, 
health-center clinics, and nursing and convalescent homes. Promoting and providing 
pneumococcal vaccine at these sites simultaneously with influenza vaccine would 
enable health-care providers to vaccinate optimal numbers of senior citizens. 

Provide the vaccine through other scheduled health department clinics. Where 
pneumococcal vaccine could not be provided at influenza clinics (e.g., because 
adequate staff were not available), local health departments were encouraged to 
promote pneumococcal immunizations through leaflets, posters, and staff recom- 
mendations, with subsequent referrals either to a specific pneumococcal vaccine 
clinic held by the health department at a later date or to a publicly funded preventive 
health-care clinic for the aging. 

From July 1986 through June 1987, the 56 participating departments administered 
24,280 (41.8%) of the 58,060-dose inventory of pneumococcal vaccine.* Twenty of the 
departments administered 13,604 (60.9%) of 22,354 pneumococcal vaccine doses 
during their influenza clinics (Table 1). Twenty-four departments promoted pneumo- 
coccal immunization at their influenza clinics but referred patients to other locations, 
where 5982 (31.9%) of 18,756 doses were administered. Nineteen departments that 
neither provided nor promoted the pneumococcal vaccine at their fall influenza clinics 
administered 4694 (27.7%) of 16,950 doses (Table 1). 

In the program’s second year, the Immunization Unit developed special promo- 
tional materials to assist local health departments and emphasized administering 
pneumococcal vaccine at influenza clinics. From July 1987 through June 1988, 59 


*Remaining doses were available for use in 1987-88; pneumococcal vaccine has a shelf life of 
2 years from date of manufacture. 
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Pneumococcal Immunization — Continued 


local health departments administered 44,257 (64.1%) of 69,054 doses of pneumo- 
coccal vaccine — an 82.3% increase over the number of doses administered in the first 
year. Subsequently, the CSDHS secured an ongoing annual state appropriation to 
purchase pneumococcal vaccine. 

Reported by: DO Lyman, MD, State Epidemiologist, California State Dept of Health Svcs. Div of 
Bacterial Diseases, Center for Infectious Diseases; Div of Immunization, Center for Prevention 
Sves, CDC. 

Editorial Note: Pneumococcal polysaccharide vaccine is recommended for 1) adults 
with chronic illnesses, especially cardiovascular and chronic pulmonary diseases; 
2) adults with chronic illnesses (e.g., splenic dysfunction or anatomic asplenia, 
Hodgkin disease, multiple myeloma, cirrhosis, alcoholism, and renal failure) specifi- 
cally associated with increased risk for pneumococcal disease or its complications; 
3) adults with cerebrospinal fluid leaks and conditions associated with immunosup- 
pression; and 4) otherwise healthy persons =65 years of age (7 ). 

Despite these recommendations, in 1985 <10% of the estimated 47.9 million 
persons considered to be at high risk for pneumococcal infections reported having 
ever received pneumococcal vaccine (CDC, United States Immunization Survey, 
unpublished data, 1985). The 1990 national objective for pneumococcal vaccine 
coverage in high-risk groups is 60%. Although vaccine and administration costs are 
reimbursed under the Medicare program, this objective is unlikely to be met 
nationwide (2). 


TABLE 1. Doses and proportions of pneumococcal vaccine inventories administered 


by county health departments, by service delivery method — California, 1986-87 and 
1987-88* 





Simultaneous Promotion of No simultaneous 
administration of and referralifor administration 
Pneumococcal and pneumococcal or promotion/ 
influenza vaccines vaccination referral 


No. (%) No. (%) No. (%) 








County health 
departments 
participating 
1986-87 (35.7) 
1987-88 (57.6) 


Doses in inventory 
1986-87 (38.5) 
1987-88 (78.2) 


Doses administered 
1986-87 (56.0) 
1987-88 (91.1) 


Proportion of 
inventory 
administered 
1986-87 - (60.9) — (31.9) - (27.7) — ( 41.8) 
1987-88 - (74.6) . = (25.7) - (41.0) — ( 64,1) 
*Vaccine allocations to local health departments were determined by the estimated proportion 
of persons aged =65 years residing in each county. 
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Pneumococcal Immunization — Continued 


Each year in the United States, pneumococcal infection causes an estimated 
150,000-570,000 cases of pneumonia, 16,000—55,000 cases of bacteremia, and 
2600-6200 cases of meningitis (3) and causes or contributes to 40,000 deaths. The 
23-valent polysaccharide vaccine contains capsular types that cause 88% of bactere- 
mic pneumococcal disease (7). Pneumococcal vaccine is estimated to be 60% 
efficacious in clinical groups at moderate to high risk for infection, although two 
recent studies in veterans’ hospitals failed to demonstrate efficacy in high-risk 
veterans (7). Assuming an overall vaccine efficacy of 60% with 60% coverage, an 
estimated 12,000 deaths related to pneumococcal disease might be prevented 
annually (3). 

The success in increasing pneumococcal vaccine coverage in California may be 
directly related to efforts to encourage local health departments to both offer and 
administer the vaccine at public influenza immunization clinics. This approach 
appears to be more effective than promotion of pneumococcal vaccine during 
influenza immunization clinics with subsequent referral of prospective vaccinees to 
other sites for vaccination. These findings are consistent with a previous study that 
indicated that influenza vaccination programs can be used to identify candidates for 
whom pneumococcal vaccine, other vaccines, and toxoids are recommended (4 ). 

Recommendations for pneumococcal immunization from health-care providers 
can influence a patient's decision to be vaccinated, even when the patient initially has 
a negative perception of the vaccine or its benefits (5). Therefore, health-care 
providers should assess each patient’s immunization status and, when indicated, 
provide influenza and pneumococcal vaccines as well as other vaccines recom- 
mended for adults (diphtheria and tetanus toxoids and measles-mumps-rubella and 
hepatitis B vaccines) (6,7 ). 
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Weight-Loss Regimens Among Overweight Adults — 
Behavioral Risk Factor Surveillance System, 1987 


To reduce the prevalence of overweight and related chronic diseases in the United 
States, the 1990 national health objectives proposed that “by 1990, 50 percent of the 
overweight population should have adopted weight loss regimens, combining an 
appropriate balance of diet and physical activity” (7). Data from 33 health depart- 
ments (32 states and the District of Columbia) that participated in the 1987 Behavioral 
Risk Factor Surveillance System (BRFSS) were used to evaluate state-specific prog- 
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Weight-Loss Regimens — Continued 
ress toward achieving this objective. The BRFSS collects data on behavioral risk fac- 
tors through random-digit—dialed telephone interviews of adults >18 years old (2). 

Prevalence estimates of weight-loss regimens among overweight persons were 
derived from self-reported data. Survey respondents were asked if they were trying to 
lose weight. Those responding affirmatively were also asked if they were eating fewer 
calories and if they were increasing physical activity to lose weight. Based on their 
answers, respondents were classified as eating fewer calories, increasing physical 
activity, or doing both. Overweight was defined as a body mass index (BMI = weight 
[{kg/height [m]*) =27.8 for men and =27.3 for women. These values represent the 
sex-specific 85th percentile of BMI for U.S. adults aged 20-29 years, as estimated 
from the Second National Health and Nutrition Examination Survey (3). 

The median prevalence of using the recommended weight-loss regimen (eating 
fewer calories and increasing physical activity) was 20.2% for overweight men and 
31.4% for overweight women. Among men, the prevalence ranged from 12.9% in 


{Continued on page 525) 
TABLE |. Summary — cases of specified notifiable diseases, United States 


3th Week Ending Cumulative, 30th Week Ending 


Disease jay 2 29, | sys 30, Median jay 2 29, ys 30, Median 
1984-1988 1984-1988 

















Acquired Immunodeficiency Syndrome (AIDS) 328 u* 19,541 17,773 
Aseptic yo 136 ‘ 2,806 
Encephalitis: Primary (arthropod-borne 
& unspec) 15 
Post-infectious - 
Gonorrhea: Civilian 
Military 
Hepatitis Type A 
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~ 
» 
& 
Sn 
~ 
a 


ype B 
Non A, Non B 
Unspecified 
Legionellosis 
Leprosy 
Malaria 
Measies Total’ 


Meningococcal infections 

Mumps 

Pertussis 

Rubella (German measies) 

Syphilis (Primary & Secondary): Civilian 
Military 


Toxic Shock syndrome 


Buaxsceas caektssn 


Typhus fever, tick-borne (RMSF) 
Rabies, animal 


Ban Soto BISSSVRn.TaBEsE 








TABLE ll. Notifiable diseases of low frequency, United States 
Cum. 1989 








Anthrax - Leptospirosis (Va. 1) 
Botulism: Foodborne Plague 

Infant 7 Poliomyelitis, Paralytic 
Psittacosis (Ala. 1, Wyo. 1) 


Other 
Brucellosis (Va. 2, Okla. 1, Calif. 1) Rabies, human 
Cholera - Tetanus (Okla. 1) 
Congenital rubella syndrome Trichinosis 
Congenital syphilis, ages < 1 year 
Diphtheria 














from all nee areas, comparison of weekly figures may be misleading. 
was imported from a foreign country or can be directly traceable to a known 
internationally imported case within two generations. 
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TABLE Ill. Cases of specified notifiable diseases, United States, weeks ending 
July 29, 1989 and July 30, 1988 (30th Week) 


Aseptic Encephalitis Hepatitis (Viral), by type 
wate | Primary | fon. | (Civilian) A NA.NB 


1989 1989 1989 1988 1989 
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N: Not notifiable U: Unavailable C.N.M.1.: Commonwealth of the Northern Mariana Isiands 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
July 29, 1989 and July 30, 1988 (30th Week) 


Measies (Rubeola) 

— a 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
July 29, 1989 and July 30, 1988 (30th Week) 
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TABLE IV. Deaths in 121 U.S. cities,* week ending 
July 29, 1989 (30th Week) 
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Weight-Loss Regimens — Continued 


Maine to 35.5% in Missouri (Table 1). For women, the prevalence ranged from 19.1% 
in the District of Columbia to 41.9% in Utah (Table 2). 

The median prevalence of eating fewer calories to lose weight was 43.6% among 
overweight men and 63.9% among overweight wo™en. For men, the prevalence 
ranged from 30.6% in Rhode Island to 57.7% in Missouri (Table 1). Among women, 
the prevalence ranged from 47.7% in New Mexico to 72.3% in South Dakota (Table 2). 

The median prevalence of increasing physical activity to lose weight was 24.3% for 

overweight men and 34.7% for overweight women. Among men, the prevalence 
ranged from 16.8% in North Carolina to 38.6% in Missouri (Table 1). For women, the 
prevalence ranged from 23.4% in Ohio to 50.7% in Utah (Table 2). 
Reported by: The following BRFSS coordinators: R Strickland, Alabama; T Hughes, Arizona; 
L Parker, California; M Rivo, District of Columbia; S Hoecherl, Florida; JD Smith, Georgia; 
E Tash, Hawaii; J Mitten, Idaho; B Steiner, Ililinois; S Joseph, Indiana; K Bramblett, Kentucky; 
R Schwartz, Maine; A Weinstein, Maryland; L Koumijian Yandel, Massachusetts; N Salem, 
Minnesota; N Hudson, Missouri; R Moon, Montana; R Thurber, Nebraska; K Zaso, New 
Hampshire; L Pendley, New Mexico; H Bzduch, New York; C Washington, North Carolina; B Lee, 
North Dakota; E Capwell, Ohio; J Cataldo, Rhode Island; D Lackland, South Carolina; L Post, 
South Dakota; D Riding, Tennessee; J Fellows, Texas; C Chakley, Utah; K Tollestrup, Washing- 
ton; R Anderson, West Virginia; and R Miller, Wisconsin. Div of Nutrition and Office of 
Surveillance and Analysis, Center for Chronic Disease Prevention and Health Promotion, CDC. 
Editorial Note: Previous studies have indicated that an effective weight-loss regimen 
incorporates both reduced caloric intake and increased physical activity (4,5). The 
BRFSS data suggest that no state will meet the 1990 objective to have 50% of the 
overweight population adopt this regimen. The use of physical activity appears to be 
the limiting factor. More than half of the overweight adults surveyed were eating 
fewer calories to lose weight, but less than one thirc were increasing physical activity. 
Moreover, only 25% of overweight adults were using both caloric restriction and 
increased physical activity to lose weight. Men were less likely than women to be 
using any weight-loss regimen. There is no apparent association between weight-loss 
regimens and state-specific prevalence of overweight (6). 

The low prevalence of increasing physical activity to lose weight may reflect 1) the 
sedentary lifestyle of U.S. adults (7 ) and 2) the emphasis on diet as a means of weight 
loss without adequately addressing the benefits of physical activity. The benefits of 
combining physical activity with diet education are demonstrated by the Zuni 
Diabetes Project (8). Participants in an ongoing exercise-education program lost a 
mean of 9 pounds, compared with a mean loss of 2 pounds for nonparticipants (9). 
As in this project, public health agencies and health-care providers should incorpo- 
rate conveniently scheduled exercise classes, on-site health education and health 
assessment, reward incentives, and community involvement into weight-control 
programs. 
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TABLE 1. Prevalence of weight-loss regimens among overweight* men in selected 
states — Behavioral Risk Factor Surveillance System, 1987 


Recommended Eating Increasing 
weight-loss fewer physical 
Sample regimen calories activity 
State size % 95% Ci* % 95% Ci® % 95% Ci* 
Alabama 96 23.5 9 43.6 +11 27.7 
Arizona 86 22.7 475 +11 30.7 
California 155 24.8 54.4 31.3 
District of Columbia 89 18.5 40.1 25.7 
Florida 106 16.7 41.5 19.6 
Georgia 129 22.8 47.4 25.3 
Hawaii 157 13.4 33.4 23.1 
Idaho 134 23.2 37.5 28.8 
Illinois 160 25.2 49.9 31.2 
Indiana 25.1 43.7 32.3 
Kentucky 164 17.8 39.6 23.5 
Maine 12.9 17.0 
Maryland 68 24.3 31.6 
Massachusetts 15.7 21.0 
Minnesota 318 19.6 23.7 
Missouri 35.5 38.6 
Montana 94 19.1 20.2 
Nebraska 108 18.6 27.0 
New Hampshire 91 25.7 34.9 
New Mexico 88 28.5 32.0 
New York 87 14.0 18.6 
North Carolina 148 14.4 16.8 
North Dakota 15.9 21.5 
Ohio 19.9 22.5 
Rhode Isiand 20.2 30.6 24.3 
South Carolina 20.6 42.0 22.7 
South Dakota 18.4 444 + 23.5 
Tennessee 22.6 44.9 24.1 
Texas 22.1 42.3 28.3 
Utah 31.4 54.7 + 34.9 
Washington 18.4 45.0 + 23.3 
West Virginia 171 16.6 38.2 + 21.6 
Wisconsin 25.7 = 7 48.0 33.0 


*Defined as body mass index (Wt [kg]/Ht [m]*) =27.8 for men. 
"Defined as eating fewer calories and increasing physical activity. 
SConfidence interval. 
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Weight-Loss Regimens — Continued 


TABLE 2. Prevalence of weight-loss regimens among overweight* women in se- 
lected states — Behavioral Risk Factor Surveillance System, 1987 


Recommended Eating increasing 


weight-loss fewer physical 
Guuate regimen‘ calories activity 


State size’ % 95% CI" % 95% Ci" % 95% Ci" 


Alabama 157 31.6 8 68.1 33.1 
Arizona 118 39.0 9 71.3 44.8 
California 164 25.4 7 62.0 29.8 
District of Columbia 151 19.1 55.9 25.1 
Florida 128 34.0 61.3 41.0 
Georgia 138 26.0 62.3 26.0 
Hawaii 151 25.9 54.2 34.7 
Idaho 223 38.4 66.4 45.8 
Illinois 217 26.2 63.6 28.8 
Indiana 290 31.8 64.7 35.7 
Kentucky 220 22.5 54.9 26.9 
Maine 150 26.3 69.1 27.5 
Maryland 137 34.1 71.7 37.0 
Massachusetts 135 22.6 68.0 24.1 
Minnesota 331 32.6 67.0 36.1 
Missouri 171 32.8 63.9 37.9 
Montana 109 41.2 71.0 43.5 
Nebraska 144 20.9 57.1 26.4 
New Hampshire 31.2 69.2 37.2 
New Mexico 81 38.4 47.7 43.6 
New York 26.8 49.9 30.5 
North Carolina 208 28.6 57.2 
North Dakota 37.6 66.8 
Ohio 21.6 70.1 
Rhode Island 183 31.4 61.6 
South Carolina 196 29.3 58.6 
South Dakota 146 30.1 72.3 
Tennessee 270 29.4 58.0 
Texas 130 35.7 66.0 
Utah 125 41.9 67.4 
Washington 141 31.4 57.9 
West Virginia 234 32.5 61.0 
Wisconsin 167 34.4 8 66.0 


*Defined as body mass index (Wt [kg]/Ht [m]*) =>27.3 for women. 
"Defined as eating fewer calories and increasing physical activity. 
5Pregnant women were excluded from the analysis. 

‘Confidence interval. 
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Clarification: Vol. 38, No. 29 


Table 2 of the article “Chronic Disease Reports: Deaths from Lung Cancer— United 
States, 1986,” calculated population-attributable risks and attributable deaths sepa- 
rately for current and former smokers. Results indicated the proportions and numbers 
of deaths caused by current smoking (assuming the absence of former smoking) and 
of former smoking (assuming the absence of current smoking). Methods are available 
(1) to calculate the attributable risks for current and former smoking separately and 
combined. Overall, 86.7% of lung cancer deaths are attributable to cigarette smoking, 
64.4% in current smokers, 22.3% in former smokers. 
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